In 1997, the Kansas legislature and governor, acting together, privatized Kansas's foster-care, adoption, and family preservation services. The decision to transfer operational authority from a state agency and its local/regional units to contract providers in the private sector was controversial in several ways. First, the state made this change without input from many of the stakeholders (i.e., judges, child-welfare workers, and families; Kansas Action for Children, 1998; Shepherd, 1997) . Second, at the time, the state-run child-welfare system was experiencing difficulty (Kansas Chapter National Association of Social Workers, 1997; Legislative Division of Post Audit, 1998a . Several years before, Kansas was the target of a lawsuit that the American Civil Liberties Union (ACLU) filed on behalf of Kansas children (SheilaA. v. Finney, 1987) . The lawsuit's settlement required that improvements be made, but the improvements that the state-run system made were inadequate (Legislative Division of Post Audit, 1998a). In response, the legislature prompted the state's child-welfare agency (Kansas Department of Social and Rehabilitation Services [SRS] ) to take more positive action for improvement (Kansas Action for Children, 1998) . Third, the governor also simultaneously was encouraging all state agencies to consider privatizing services in an effort to reduce state spending (U.S. General Accounting Office, 1997) . In response to these legal and fiscal challenges, the state agency decided to privatize all child-welfare services except for child protective services. The process started in 1996, and in1997 the state finished transferring services to private contractors.
The privatization decision remains controversial. Some family and child advocates want the agency to return to the former, state-operated system. Others believe that the agency should adhere to privatization but make additional improvements (Kansas Chapter National Association of Social Workers, 1997; Legislative Division of Post Audit, 1998b).
Kansas does not have quantitative data that will allow for statistical comparisons of the system before and since privatization. In fact, one significant barrier to the successful implementation of privatization was a lack of reliable data on which to develop a baseline for contractor funding (Snell, 2000) . There was no clear idea about the cost or quality of care the state agency provided before privatization (Blackstone, Buck, & Hakim, 2004) . Furthermore, nearly 3,500 children were transferred to the private contractors in the first 3 months of privatization without all of their records on transferable computer files (Snell, 2000) . In August 1997, SRS shut down their former computer tracking system and began the process of implementing a new system (Legislative Division of Post Audit, 1998c) . This left considerable gaps in information.
When privatization began, James Bell Associates (JBA) began evaluating identified performance standards using aggregate data from several sources (James Bell Associates, 2001) . JBA used information primarily from a database supplied by the agency and from the contract agencies, and the company interviewed some child welfare workers from the state agency and from the private agencies.
Problems with the data used for analysis proved significant. First, when the state agency privatized, it changed its database, so comparing the preprivatization data with privatization data became impossible (U.S. Department of Health and Human Services, 1998) . Because the outcomes, or standards, changed over time, it is difficult to judge performance on these standards since privatization occurred. Furthermore, when the new contracts began, the state discontinued collecting outcome data on children referred under prior contracts (James Bell Associates, 2001) . Although this information is useful, an accurate, quantifiable picture of trends over time is still not possible.
Moreover, the data lacked information about disability. There was no way to explore issues regarding disability quantitatively. Accordingly, the present study focuses on circumstances for youth with emotional or behavioral disabilities in foster care. After consulting numerous stakeholders about the best way to obtain this information, the researchers decided to ask youth, families (families of origin and foster families), service providers working with families, and judges about their experience with foster care. The researchers sought to find out what worked well and what needed changing to (a) comply with relevant federal and state laws and (b) serve families and children appropriately.
The population this study considers is older youth with emotional or behavioral disabilities, a group whose extensive, expensive mental-health needs can be particularly challenging in the foster-care system (Blumberg, Landsverk, EllisMacLeod, Ganger, & Culver, 1996; Brand & Brinich, 1999; Clausen, Landsverk, Ganger, Chadwick, & Litrownik, 1998; Schor, 1988 ; U.S. Department of Health and Human Services, 1997) . This group also may present more of a challenge than do other youth in finding adoptive placements (McMurtry & Gwat-Yong, 1992; Olsen, 1982; Schmidt-Tieszen & McDonald, 1998; Seaberg & Tolley, 1986) . Finally, the foster-care system was not designed especially for these youth (Barbell, 1995; Goldhaber, 2000) . Those youth, parents, foster-care providers, service providers, and judges who participated in interviews provided insight into what works for some families and what changes are warranted.
The Push for Privatization
Reviewing Kansas's experience with privatization is instructive. A Child Welfare League of America study found that 29 of the 49 states that responded were implementing managed care or privatization principles, and another 12 were planning to do so (McCullough & Schmitt, 1999 . Other states or counties that are considering privatization may benefit from learning about the Kansas experience as well as the experiences of other child-welfare agencies that have privatized some or all aspects of their child-welfare services.
Increasingly, human services, educational services, and child-welfare services are moving toward privatization. For the past several years, federal, state, and local governments have introduced more privatization of programs (Public Employees Federation, 2004) . For example, the No Child Left Behind Act focuses on privatization of educational services (National Education Association, 2004a) , and private contractors have provided various education support services for many years (National Education Association, 2004b) . Many correctional facilities have also been privatized. In addition, private forprofit and not-for-profit agencies that contract with state and local governments and receive cash transfers through Home and Community Based Services (HCBS) waivers and Supplemental Security Income (SSI) funds from consumers often provide developmental disability and mental-health services. Proposals to reform SSI include plans to privatize the program. Many states are privatizing management of Medicaidfunded mental-health services (Oliver, 2002) .
Child-Welfare Privatization
In the 1970s and 1980s, privatization of child-welfare services expanded nationally. This expansion was the result of rising caseloads, shrinking budgets, limitations in staffing flexibility in public agencies, and spending restrictions at state and local levels (Nightingale & Pindus, 1998 ).Yet there was no clear evidence that privatization is either more or less effective than public service delivery (Nightingale & Pindus, 1998) .
The switch to managed care in child welfare occurred without significant empirical evidence that managed care improves outcomes for children and families, or that it lowers childwelfare services costs (Courtney, 2000) . The term managed care refers to a variety of systems designed to control utilization or costs of services (Scallet, Brach, & Steel, 1997) . Generally, providers in a managed care contract accept a fixed compensation rate for a range of services for a particular group of clients (Wulczyn, 2000) . Controlling access and utilization are two central components of managed care. Within health and mentalhealth systems, control is exerted using a single point of entry, usually through primary care physicians who approve or deny the service provision based on managed-care organization criteria. In the child-welfare system, however, the court supersedes the decision-making ability of the child-welfare staff or managed-care organization (Embry, Buddenhagen, & Bolles, 2000) .
Kansas Privatization
The Kansas State Department of Social Rehabilitation Services contracts with private agencies to provide foster care, family preservation, and adoption services. Kansas was the first state to privatize delivery of all these services (Kansas Action for Children, 1998) . Contracts were open for competitive bidding for each of the state's five regions for family preservation and foster-care services and for a statewide contract for adoption services. Three private providers were contracted to serve foster care until July 2000 (James Bell Associates, 1999). The total JOURNAL OF DISABILITY POLICY STUDIES VOL. 171NO. 1/2006 contract for each agency was based on the population that each served in its region of exclusive operation. These three agencies covered the entire state.
Each agency was funded under a fully capitated approach. Contractors received a single, fixed rate, referred to as a "case rate, for each child in their care, which replaced the traditional fee-for-service payments (Social and Rehabilitation Services of Kansas, 1996) . The case rate was meant to cover all services rendered to respond to each child's needs while the contract agency served him or her (Kansas Chapter, National Association of Social Workers, 1997). Services included those that addressed children's mental-health needs, such as treatment and hospitalization, which Medicaid had previously paid on a feefor-service basis.
The single, fixed-rate or case-rate funding paralleled some capitation models of managed health-care organizations (Kansas Action for Children, 1998). However, this model was different from managed health-care organizations in an important way: Contractors in the health-care system control those included in their system, but agencies that SRS contracts must accept all children SRS refers. Contractors did have the option of referring a relatively small number of children to SRS to pay actual costs on a fee-for-service basis. One hundred fifty fee-for-service slots were available for children with "catastrophic" needs (e.g., severe mental-health problems, histories of multiple hospitalizations) for Year 2 of foster-care privatization (Legislative Division of Post Audit, 1998a). Five agencies later received foster-care contracts lasting from July 2000 to June 2004. The new contracts discontinued the case rate and initiated a per-month, per-child payment system (James Bell Associates, 2001b) .
This article describes a component of a larger research project (Humphrey, 2002) and focuses on perspectives of judges, service providers, and foster-care providers regarding these research questions: (a) In what way(s) do youth and their families, foster-care providers, service providers, and judges think that privatization of foster-care services has affected their child/their access to services? and (b) In what other ways do youth and their families, foster-care providers, service providers, and judges think privatization has affected children and families?
Method
The investigator(s) used a ParticipatoryAction Research (PAR) Committee for advice on development of the research protocol, implementation of research, and dissemination of findings. The purpose of the PAR Committee was to increase the likelihood that the findings would help the research project's intended beneficiaries (Breda et al., 1997; Gatenby & Humphries, 1996; Penuel & Freeman, 1997; Turnbull, Friesen, & Ramirez, 1998) . PAR is a research method that brings together researchers and stakeholders as equal partners throughout the research process (Breda et al., 1997) to pursue change resulting from the research (Gatenby & Humphries, 1996) . The experience and knowledge of people who often are part of oppressed groups are valued and honored in PAR (Reason, 1998) .
Research stakeholders (young adults who had been in foster care, foster-care providers, adoptive parents, service providers, child-welfare workers, child-welfare researchers, and judges) served on the committee. Committee members communicated via a listserv, which accommodated one member who was deaf and preferred this communication method. Most PAR members were involved on a regular basis. The level of contact varied throughout the study, with PAR committee members being consulted several times weekly during some phases but only once every several weeks during other phases. A few members with limited availability were consulted only occasionally. The PAR Committee was most helpful during development of interview guides and shaping of some of the questions. For example, some committee members wanted to ensure that participants were not encouraged to attribute problems in the child welfare system to privatization. They recommended asking questions that asked participants to think about their experience "over time" rather than "before privatization" and "after privatization.' (When this was unclear, the researcher asked, "What do you attribute the changes to?") Individual interviews and court document reviews were data collection sources. Interviews were semistructured (Honey, 1987) and sought information about youth in fostercare placements who had emotional or behavioral disabilities. As previously explained, the state agency lacks quantitative data about this population. Its databases (past and present) do not indicate which children have disabilities. Therefore, there was no simple way to identify this population for quantitative investigation, and quantitative methods were insufficient for obtaining the desired depth of information.
Qualitative methods, such as in-depth interviews and case studies, help researchers obtain information that might be missed if participants were restricted to "forced-choice" answers (Banyard & Miller, 1998) . Such methods are also warranted when one explores "why" something happened, the unanticipated outcomes of a policy, and potential solutions to problems (Marshall & Rossman, 1995) . When evaluating programs that are developing or changing as participants and conditions change, qualitative methods are useful (Woodhouse & Livingood, 1991) .
In addition, qualitative methods help draw out participants' stories. Humans understand life through narrative accounts (Ball, 1998 ) that can explain how people experience situations in which they live (Abma, 1998) . Stories also are artifacts that help others understand the narrator's actions, thoughts, and feelings (Said, as cited in Ball, 1998) . The thick description that qualitative methods generate often captures details through multiple voices and perspectives (Banyard & Miller, 1998) . Finally, narratives frequently bring the voices of those who have been silenced, including children, to the attention of policymakers (Hones, 1998) .
Participants
The research involved inquiry into five cases, to constitute a collective case study (Stake, 1998) . Investigators sought data from varied geographical regions and from families that would provide maximum variation of the sample within the regions (Patton, 1990) . The 33 participants were selected using purposive sampling in two steps. Sites were selected first, then the participant groups within those sites were chosen. When the study began, three private contractors provided foster-care services for the state, and investigators selected two sites within each of the three contract areas. Across contract areas, half the sites were rural and half were urban. Berg (1998) suggested that one way of gaining entry into, and establishing initial relationships in, qualitative investigations is to find a guide, that is, a person indigenous to the group under study. This guide can help the researcher connect with other potential participants and "vouch for" the researcher. This process, sometimes called snowballing, helps build up the sample (Berg, 1998) .
Through the PAR Committee process, investigators identified a "guide,' who was a respected district court judge and helped select sites by identifying other potential judges. The investigators then contacted SRS area chiefs in those areas. SRS and the judges were essentially gatekeepers of the data (Berg, 1998) . The area chiefs chose a social worker or social work supervisor to identify families who fit study criteria and would provide maximum variation within the sample (Patton, 1990) . Because the researcher knew some families would not participate, she asked SRS contacts to identify six families for each single family desired. To maintain confidentiality, SRS contacts identified potential participants without sharing identifying information with the researcher. The agency received packets of information explaining the study and asking for participation, and then the agency mailed the packets to the potential families. Families willing to participate filled out brief informational sheets and returned them to the researcher, who later contacted them to determine if they met study criteria. In sites where more than one family was willing to participate, researchers chose the family that best met the criteria.
Five families participated in the study. One sibling pair participated, so there were 6 youth participants. The youth and their families of origin were selected from five areas of the state. Three families were from counties with a population over 170,000. Two of the families (three youth) were from counties with a population of less than 41,000. Three families were European American, one was African American, and one was Hispanic and a native Spanish speaker. The lead researcher sought one or two primary caregivers from the family the youth had lived with before entering out-of-home placement. In two cases, this was a biological parent. In one case, two adoptive parents had reared the youth since infancy; in two cases, it was a biological parent and a stepparent. Table 1 highlights demographic characteristics of the youths. Two youths were female, and four were male; they ranged in age from 11 to 17, and each youth had emotional or behavioral disabilities. Their diagnoses included depression, oppositional defiant disorder, attention-deficit disorder, adjustment disorder, and bipolar disorder. In addition, one youth had borderline intellectual functioning and another had mental retardation. Two of the parents had histories of depression, and five of the parents (of four of the youth) had histories of substance abuse. Domestic violence had been an issue in three of the families, and poverty affected three families.
The lead researcher sought a foster-care provider in each case. One youth had spent most of his time in out-of-home placement in a residential setting. In this case, the lead researcher asked his parents to identify someone in the residential setting who had the most experience with and had developed a relationship with the youth. Another youth had lived only in residential settings when the study began, so the lead researcher asked her parents to identify someone in the residential setting. Through the course of the study, the youth entered a foster-care placement, so the foster-care provider was also interviewed. Each foster-care provider was European American; one was male.
Service providers were identified by each youth, or by his or her family, as having been particularly helpful since the family became involved with the child-welfare system. Those service providers who had been particularly helpful were sought for their understanding of what was working and to focus on solutions. One service provider worked at one of the private foster-care agencies. During the course of the study, she switched to the new contractor in her area when the contracts changed. Two service providers were from a family-support agency. One service provider was from SRS, the state's child welfare agency, and two service providers were from area mental-health centers.
The judges presided over child-in-need-of-care cases. Five of the judges were involved in the youth participants' cases; two additional judges were also interviewed. These judges were from areas where study families had been sought but no families meeting the criteria were identified. All seven judges were European American; three were female and four were male.
Data Collection
Participant interviews were the primary data source for this study, and court case files were also examined. The senior author conducted 58 interviews with 33 participants over an 8-month period. The interview process was similar but not identical among the various stakeholders represented. During the interviews, the senior author used an interview guide of open-ended descriptive questions that allowed participants to bring up issues important to them (Kadushin, 1990; Taylor & Bogdon, 1998) . A separate interview guide was used for each stakeholder group. Interview guides were three to five pages long, similar in structure and questions, and customized for each stakeholder group. Individual interviews with members 
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U of the participant groups took place in locations of the participant's choice. Each youth interview generally took about 1 hr, parent and foster care provider interviews ranged from lto3 hr each, and service provider and judge interviews each lasted about 2 hr. The youth in out-of-home placement, parents, and fostercare providers were interviewed on two or three occasions. In the first interview, participants answered questions that allowed them to "tell their story" of their experience with outof-home placement (Morse, 1994) . Beginning an interview with "free recall" followed by more direct questions is a recommended technique for interviewing children (Docherty & Sandelowski, 1999) . Steward and Steward (as cited in Docherty & Sandelowski, 1999) , in a study that utilized both free recall and specific and direct questions, found that information from free recall was consistently more accurate than information gathered from specific or direct questions.
Once the participant told his or her story, the senior author moved into a semistructured interview (Honey, 1987) . After the first interview, she reviewed what was discussed during that interview and read its transcript whenever possible. Reviewing the first interview helped develop a question guide for the second interview (Taylor & Bogdon, 1998) . After the second interview, the same process determined if a third interview was warranted. If it was, a third interview, involving one of the youth's parents and one of the youth's foster-care providers, took place.
Service providers and judges were interviewed on two or three occasions. The interviews were semistructured and took place in a location each of the participants chose. The subsequent interviews followed up on topics that were not fully covered in the first interviews. A third interview with two of the judges took place. The interviews focused on the specific families as well as the service providers' and judges' general experiences with foster care. Table 2 provides sample interview questions.
Information was culled from each youth's court case files and court social history files. The judge who was assigned to each youth's case provided these documents. The senior author made note of the youth's special education status, if applicable; the youth's psychiatric diagnosis, if applicable; the youth's age at the time of first out-of-home placement; his or her number of out-of-home placements by type; the youth's total amount of time in placement; cited reason for out-ofhome placement; court orders in place for the youth (e.g., visitation, therapy, psychological evaluation); court orders in place for the parents (e.g., visitation, therapy, drug/alcohol evaluation, parenting classes); whether siblings were also in out-of-home placement; the past and current permanency plans; and, the types of services the youth was receiving. The senior author used this information to obtain more information about each family's history with child-welfare services (including family services, family preservation, and foster care), to fill in gaps in information, and to cross-check information received from participants. 
Data Analysis
This phase began with recording and transcribing interviews and entering court document review notes in a word processing file. Next, these materials were converted to Ethnograph files. The Ethnograph, a code-and-retrieve computer software program,was used for data analysis ("The Ethnograph;' 1998). What do you think they do that is not helpful?
What would you like them to do differently? (Same question then repeated for other agencies such as mental-health agencies, schools, courts)
Note. These questions are provided as samples. They are not all-inclusive, probes were deleted for the sake of brevity, and the question guides were structured differently.
Fifty-eight transcripts from interviews and 5 files from reviews of court documents were analyzed. Analysis involved putting information in chronological order, making matrices of categories and placing evidence in them, and creating displays for examining data Taylor & Bogdon, 1998; Yin, 1994) . Analysis began with inductive theory construction Taylor & Bogdon, 1998) . The senior author and an assistant read the first 12 transcripts and independently assigned code words describing sections of the text. Next, the researchers assigned codes to transcripts without a predetermined list of code words. Some sections of text had only one code word, whereas others received more than one code word. The researchers met and discussed each coded block of text. When these blocks of text were coded differently, the researchers discussed them until reaching consensus. The senior author made final decisions about coding.
Initial readings and discussions generated a provisional code list. The senior author reviewed the research questions to ensure that there was a code that represented each research question. A third researcher read each transcript and filled in a grid that included each research question ). There was a separate grid for each stakeholder group (i.e., one grid represented judges, one represented service providers, one represented foster-care providers, one represented parents, and one represented youths). This provided a snapshot of what each stakeholder group reported . The senior author also recorded a chronology for each family, with information such as the timeframe and circumstances surrounding the family's initial involvement with SRS; when the child(ren) entered state custody and out-of-home placement; what placement moves occurred; and what services youth and their families received before placement, during placement, and after reunification, when applicable.
After filling in the grids, the third researcher also coded each transcript. The senior author then compared the two sets of coded transcripts. If there was disagreement, the researchers discussed it until reaching consensus. Again, the senior author made final coding decisions. As coding continued, codes were added and refined until a final coding guide was developed. This process resulted in eight versions of the coding guide. When the final coding guide was complete, the senior author returned to transcripts coded with earlier guides and recoded them with the final coding guide. When final coding was complete, there were 24 code categories and 103 subcode categories. The Ethnograph facilitated the data-organization process ("The Ethnograph" 1998). Transcript excerpts from each code category were then reviewed and analyzed Taylor & Bogdan, 1998) .
After all transcripts were coded, the senior author considered the volume of available information and determined that the inductive approach yielded many more code categories than were necessary to answer the research questions. Next, the senior author reviewed the code categories and determined which codes answered the research questions. This approach was consistent with using the theoretical orientation to guide analysis and to focus attention on certain data and filter out other data (Yin, 1994) . The Ethnograph was then used to sort information relevant to each research question. Next came analysis of sorted transcript sections. The senior author examined the information in two ways: (a) by family group (i.e., a youth, his/her parent(s), foster-care provider, service provider, and judge) and (b) by stakeholder group (i.e., the youths, the parents, the foster-care providers, the service providers, and the judges). Summaries were drafted for the topic, or code chunks, under analysis. In some cases, categories had to be broken down into smaller categories for comprehension.
Credibility (the extent to which others are confident that the participants and area under study are being presented accurately) was enhanced by data triangulation (Denzin, 1994; Erlandson, Harris, Skipper, & Allen, 1993; Lincoln & Guba, 1985) . Triangulation occurred in three ways: (a)collecting information from multiple sources (youths, foster-care providers, families of origin, judges, and service providers), (b) obtaining information through more than one method (document analysis and in-depth interviews), and (c) involving at least two researchers in the analysis (Erlaiidson et al., 1993) . In addition, member checking was conducted with participants throughout the interview process by confirming impressions and clarifying information gathered in previous interviews (Erlandson et al., 1993) . All participants who could be located (70%) received summaries of findings via the U.S. mail, which provided opportunities for them to respond. The senior author included paper, a self-addressed stamped envelope, and a toll-free telephone number so participants could respond easily and without personal expense. Throughout the analysis, the senior author occasionally presented tentative findings to the PAR Committee for comments. After the final analysis, a summary of findings was presented to the PAR Committee, and members were asked to comment on the findings. No responses from participants or from PAR Committee members contradicted the findings.
An audit trail and peer review supported credibility and dependability (the concept parallel to reliability in quantitative research; Erlandson et al., 1993; Schwandt & Halpern, as cited in Huberman & Miles, 1994) . Confirmability (which addresses the issue of whether someone else could look at the puzzle pieces and see how the researcher could have reasonably put the puzzle together) was enhanced through use of a reflexive file, maintenance of an audit trail, and completion of a confirmability audit (Erlandson et al., 1993; Marshall & Rossman, 1995 ). An outside expert researcher conducted this audit during the latter part of data analysis.
Results
A lack of consensus existed regarding the merits or flaws of privatization of foster-care services. Participant views on privatization ranged from the sentiment that privatization will continue to improve, to the view that foster care should no longer be privatized. No participants spoke strongly in favor of privatization. On the other hand, only one participant asserted strongly that foster-care services should not be privatized and that Kansas should end privatization.
All participants were affected by privatization in some way, but not everyone was aware of the ways in which privatization influenced them. Each of the judges, many of the service providers, and many of the foster parents spoke about privatization directly and how it affected them. Neither the biological parents nor the youth talked about privatization directly.
Participants identified (a) ways that privatization of fostercare services affected access to services and (b) the impact of privatization on communication, caseload levels, and economic issues. The following is a discussion of study findings according to these two themes.
Impact ofPrivatization on Access to Services
Participants described ways that privatization influenced access to various types of services. They addressed (a) mental-health services, which cut across all the other services; ýb) services resulting from investigations of child abuse and neglect (family services, family preservation, and out-of-home placement); (c) services provided during out-of-home placements (reunification and appropriate placements); and (d) services after reunification (aftercare; see Figure 1 ). Participants reported both positive and negative impacts for some types of services, and only negative impacts for other types. The following sections indicate whether participants reported the overall impact as only negative (with no positive impacts noted) or mixed (both positive and negative impacts noted or conflicting viewpoints noted).
Mental Health Services: Negative Impact. Participants were concerned about how access to mental-health services diminished after privatization, because (a) the contractor did not provide mental-health services, (b) the contractor provided mental-health services but only "in house" instead of contracting out for services, (c) the contractor worked only with certain providers and approved only certain therapies, or (d) the contractor relied on the mental-health consortium that was slow to assess children.
One foster-care provider cited problems with ensuring that the contractor followed through on mental-health recommendations for youth in his care. For example, the mentalhealth center from which the youth had been receiving services recommended group therapy:
They just never set it up. They never took any action on it, and we would suggest it and suggest it at case plans.... See, I can't do it .... Before, it was kind of left up to the foster parents, like with [mental-health center], it was left up to us to contact the people. We could call them, we could set it up, and we could go ahead and take them, and that's how we did it. But now, going through the system like we have to now, we have to go through [contractor], and we have to count on them. Well, if you're not doing it yourself, you can't count on them getting it done, and then it just kind of comes to a dead end.
Two service providers expressed doubts about the introduction of privatization in regard to mental-health services. One explained that privatization has affected access because foster-care contractors work with mental-health providers who may not provide adequate services for trauma issues. She said, "We seem pretty tied to the ones [the contractor] has contracted with, and those aren't always the best-in-the-field trauma counselors." The other service provider stated that services to children have been "cut back" due to privatization. Specifically, she worried that the contractor for her area did not believe that young children should receive therapeutic services for sexual abuse. One service provider was concerned about the mentalhealth consortium that reviewed requests for services. According to her, the consortium was slow to assess children.
Appropriate Placements: Negative Impact. Some participants believed that privatization had resulted in a lack of appropriate placements for children and youth. Their perception was that under privatization, contractors place youth in settings that do not address the youths' needs adequately (e.g., a family foster home instead of a residential facility). A fostercare/service provider said that privatization looks good on paper and works well for young children but called it a "nightmare for teenagers." She believed that family foster homes that are readily available are adequate for young children, but many youth in the system have needs that require a setting that is more specialized. She stated that by the time privatization took effect, Kansas faced a shortage of resources for youth that privatization made worse. Moreover, she said that youth with severe problems had few placement options. Kansas has a focus, she said, on moving youth from residential centers or group homes into foster homes, but some youth do better in a group home and cannot succeed in a foster home. Furthermore, when contractors placed youth in appropriate treatment settings, they expected the youths' problems to be treated in 3 to 4 months' time.
Another foster-care/service provider also believed that there are insufficient placement options but sees the problem differently. She said that the courts are sending children and youth into residential placements more quickly than before privatization. Sometimes, she said, these youth must stay in residential facilities past the necessary length of time because less restrictive placements, such as foster homes, are unavailable.
Aftercare Services: Negative Impact. There was agreement among the few participants who noted lack of access to aftercare services. They stated that after the court terminated .fl U,
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I a youth's parents' rights, services to the youth stopped while the youth waited in "limbo" for permanent placement. Fostercare contractors do not receive additional funding for aftercare services; this was cited as the reason for contractors' neglecting aftercare services. A foster-care provider explained:
They're supposed to be getting [aftercare] services. But I would say out of the 39 kids I've kept contact with, I only know of two or three where there's been services afterward. They might show up that first month, or they might not show up at all and they just never do. It's not being done. And why would it? They're not getting extra money for it to be done.
Family Services, Family Preservation, and Out-of-Home Placement: Mixed Impact. Some participants believed privatization made SRS more likely to recommend family preservation services or out-of-home placement. According to some, this was because SRS had more resources to investigate families after privatization. Others believed that SRS was more likely to recommend these services because it was not responsible for providing them.
Some participants believed that privatization facilitates access to services that prevent out-of-home placement. They found in privatization an increased emphasis on using family preservation to avoid out-of-home placement. This emphasis seemingly was driven by SRS, which some said recommends family preservation to reduce the number of children in foster care.
Other participants believed that preventive services are more difficult to access because of privatization, and that SRS provided more basic family services before privatization. A judge offered an example:
When I order a parent to take parenting classes, and they try to get them through SRS, they're given a video to take home and do on their own. That's not very satisfying, and I'm not sure it's very helpful. I can remember when workers would go into the home and help them do their laundry or walk them through it. Talk to them about organizational tips, structure ideas for children. You know, meeting their needs for structure. On the scene. That wasn't Family Preservation. That was just Family Services. That's not happening now. That's a concern that we're just not ... we don't have the services for the families that we had in the past.
Some participants asserted that SRS recommends more services for families than in the past, but they also indicated that these services are more likely to be out-of-home placement than preventive services.
Reunification Services: Mixed Impact. One participant said that, before privatization, families had to "straighten up" on their own but that, now, privatization gives biological fami. lies access to services geared toward reunification. More participants believed that children and families are less likely to receive services during out-of-home placement. Before privatization, some participants explained, families were more likely to receive services that would help with reunification while their children were in care. Those services either are not offered now or, if they are offered, are less appropriate services or of lower quality. This was especially noted with mental health services and appropriate placements. For example, a judge explained that it has been difficult to obtain parenting evaluations under the new private contracts:
The parenting evaluation makes recommendations as to what the parents need to do to become better parents. If I don't have that, I don't know what services they really need. So, as a result of privatization, I feel like they're not getting all the evaluations that lead to the services they need.
A foster-care/service provider explained that there is a lack of appropriate settings for some youth, saying, "The acute cares have just disappeared. The other end of that spectrum is to secure the state hospitals, the acute cares, the ones that they need to be there don't exist any more.'
Impact ofPrivatization on Communication, Caseload Levels, and Economic Issues
In addition to service access, participants talked about the effect of privatization in general. Participants spoke of communication problems, caseload levels at contract agencies and at SRS, and economic issues.
Communication: Negative Impact. Some participants discussed communication problems that occurred because of privatization. Judges described problems with SRS and the contract agencies' efforts to shield the court from disagreements among SRS and the contract agency workers. In some cases, SRS would not allow contract agency workers to be present at court or to disagree with the position the SRS case manager presented. SRS and contract agency workers were expected to present a "united front" in court. In other cases, SRS and contract agency workers simply did not communicate with one another. A judge reported having to intervene between SRS and a contract agency, saying: A few service providers also expressed concerns about communication because of privatization. An SRS worker explained that it was difficult when a family on her caseload had a contract agency service provider who would not communicate with SRS. She explained, "You don't have control over it. I mean you can try to have control over it, but it all depends on the worker thatyou get. Andyou can't ask to have workers switched. So if you get a worker who doesn't communicate, you're in a mess." Another service provider attributed a feeling of "not working together" to privatization. She explained that it feels as if the agencies are doing their jobs independently of one another, and that the agencies and families are "not connected."
Caseload Levels and Staffing: Mixed Impact. Many participants explained that caseloads were too high for case managers at the private foster care agencies. When privatization occurred, participants explained, the contractors were not adequately prepared for the numbers of families and the intensity of needs they were charged with when they received the initial contracts.
The contractors soon realized they needed to increase their staff. The agencies had a difficult time finding staff with experience in child welfare and who were qualified for the positions. Many employees who had initially been hired by contract agencies soon left for other employment opportunities, forcing the agencies to search once again for qualified staff. A judge explained, As soon as [the contractor] started, they had to double their staff. To get qualified committed social workers with any experience was almost impossible. So we had a bunch of new people, or people that were not able to maintain employment somewhere else in the social service arena, to be perfectly candid. They did not maintain for any continuing period of time, because even with doubling the size of their staff, the caseload work was so intensive that there was a great deal of burnout. And a great deal of them, of the social workers, simply said, "I can't deal with this pressure. This is not what I want to do. I don't feel like I'm being of benefit. I'm not going to do this."
This turnover in staff caused problems for families. From start to finish, a family might have had five or six case managers. Families were confused and had trouble reaching their case managers. Consequently, continuity of care was compromised.
In contrast, some believed that caseload levels for SRS workers have improved because of privatization. Although most of the focus on caseload levels was on contract agencies, two participants mentioned a positive benefit to child-welfare workers at SRS.
Economics of Privatization: Mixed Impact. Many participants spoke about economic issues related to privatization, and some believed that funds are better managed under privatization. Others maintained that agencies are making decisions on the basis of financial concerns instead of what is best for children and families.
Some who thought that spending issues had improved with privatization explained that contract agencies have negotiation power with other area agencies that provide services to families. One participant said that prior to privatization, SRS was motivated by money to keep children in their homes. With private contractors providing foster-care services, SRS no longer is motivated to avoid out-of-home placement.
Some participants shared concerns that the agency suffers because it provides a level of service that does not fit within its budget. Other participants worried that contractors reunify families because of financial pressure to get families out of placement. One participant explained, It's like you want all this cohesiveness, but the bottom line is if you're the contractor you're kind of in managed care.You have to watch the dollars... well, I shouldn't say they're only watching the dollars, because their other job is to get these kids back home. Bottom line is, if you don't get them back home, you're spending this money, and you only have so much to spend. So there's an incentive to do that, too. All of a sudden, people that you've always worked well with, all of a sudden, you're not working with them.You're saying, "What happened? Did you sell out to managed care?" And this person that worked with you five months ago [and] was saying, "Don't people get it that these kids need to be here longer?" [is] suddenly arguing the other side, and you're sitting there going, "Wait a minute. What happened?"
Discussion
Perspectives of stakeholders may provide information on which to base recommendations and further research. This discussion includes a brief summary of the research findings, recommendations, and limitations. "* Caseload levels at private agencies are too high. "* Turnover in staff was high in private agencies. "* Caseload levels at SRS have improved. "* Furthermore, most believed that families receive fewer services while their children are in care than in the past. "* Some believed that funds are better managed under privatization; others believed that agencies make decisions on the basis of financial concerns rather than the children's best interests.
"* There was disagreement regarding whether preventative services are easier or harder to access now than in the past.
Recommendations
In the following section, recommendations are discussed according to the two main themes: (a) impact of privatization on access to services and (b) impact of privatization on communication, caseload levels, and economic issues.
Impact of Privatization on Access to Services. Participants addressed perceptions of the impact of privatization on access to services. They addressed (a) mental-health services, which cut across all the other services; (b) services that result from investigations into child abuse and neglect (family services, family preservation, and out-of-home placement); (c) services provided during out-of-home placements (reunification and appropriate placements); and (d) services after reunification (aftercare).
Mental-health services. Many participants shared concerns about access to mental-health services. This was a concern from prevention of out-of-home placements to services during placement. Making mental-health services available and accessible to youths and their families before crises occur should be a priority. Inaccessibility of mental-health services can contribute to family crises. For example, Petr and Barney (1993) interviewed 26 families whose children had developmental disabilities, emotional disorders, or technology-support needs. One half of the 26 families reported experiencing a crisis that threatened the child's placement during the 6 months before the interview. Crises most frequently reported involved the child's behavior and needs, that is, running away, not sleeping, depression, or medical problems. The crises mentioned with the second highest frequency were system-related, in that a professional outside of the family decided that the child would be better off outside the home. These parents perceived that professionals were oriented toward substitute care as a preferred solution to problems, as contrasted with providing mental health and other services to enable children to stay with their families (Petr & Barney, 1993) .
Indeed, the General Accounting Office (GAO) recently reported that 12,700 children were placed in child welfare or juvenile justice settings in just 28 states in fiscal year 2001 to access mental-health services (U.S. General Accounting Office, 2003a) . Although this practice is against agency policy in Kansas, two of the youths in this study went into care to obtain mental-health services.
Although children in the study had access to mental health services while in out-of-home placement, the services were often viewed as inappropriate or inferior. This is consistent with reports in the literature that far more youth need mental-health services than actually receive these services, and that youth who do receive services often receive inappropriate or ineffective services (Julian, Julian, Mastrine, Wessa, & Atkinson, 1992; Rosenfeld et al., 1997; Saxe, Cross, & Silverman, 1988) . Sometimes children and youth are unable to receive mental-health services until they have serious emotional disorders (U.S. Public Health Service, 2000) . There is a shortage of evidence-based treatment for youth with mental-health needs, and much of the evidence that is available is not put into practice (U.S. Public Health Service, 2000) . Youth who receive mental-health services often experience fragmented services, outmoded service models (U.S. Public Health Service, 2000), discontinuities in care, obstacles to family involvement, and transfers from one provider to another (Julian et al., 1992; McKelvey, 1988) . Knitzer (2001) outlined several qualities of effective mental-health services for young children. These qualities are appropriate for older youth as well. To be effective, mentalhealth services should be (a) appropriate to each child's developmental level, (b) relationshipbased, (c) supportive of the family as a whole, (d) infused into existing childhood networks and services, (e) responsive to the community and cultural context, and (f) attentive to outcomes.
Appropriate placements. Participants reported that appropriate placements for youth were often hard to obtain. This was especially true for youth who had severe problems or were in need of long-term treatment for issues such as sexual offending. However, participants also reported that some youth stayed in residential facilities longer than necessary because family foster homes were unavailable.
Youth should be in placements appropriate to their needs. Placing a child who needs specialized services in a regular foster home does a disservice to all involved. Children with unmet behavioral needs are more likely to experience changes in placement (Hartnett, Falconnier, Leathers, & Testa, 1999) . Conversely, children are more likely to be "stabilized," especially those identified as delinquent or oppositional, if they are in specialized foster care settings rather than in regular foster homes (Hartnett et al., 1999) . Furthermore, "stepping down" from specialized placement to a regular foster home can be problematic when it involves physical movement from one set-ting to another. Researchers found that children who were physically moved from specialized placement to a regular foster home subsequently experienced 3 times more moves than did children who remained in the same home (Hartnett et al., 1999) .
Aftercare. A few participants expressed concerns about aftercare services, saying that youth who are reunified do not receive aftercare services that the foster-care provider is supposed to provide. Three of the families experienced unsuccessful reunification, at least partly because of inadequate preparation for the return and inadequate support after the return.
Poverty, housing troubles, and children's medical or behavioral needs are related to reentry into out-of-home placement (Jones, 1998) . Families in this study could have benefited from, or could benefit from when reunification occurs, aftercare services that address those issues. Services that might have been especially helpful to the study families include (a) a period of transition that includes part-time out-of-home placement, (b) in-home services to assist with the youths' problem behavior, (c) respite care, (d) attendant care, and (e) mentalhealth services for the youths and their families.
An external evaluation of the Kansas Child Welfare system identified aftercare services as an "underdeveloped area" (James Bell Associates, 2001) . This is disconcerting because, since privatization took effect, approximately 25% of youth who reintegrated with their biological families reentered outof-home placement within a year (James Bell Associates, 2001) .
Family services, family preservation, and out-of-home placement. Each participant family received some type of services before out-of-home placement, but in each case, the family was already in crisis. For each family, it seemed to be a case of "too little, too late." Each of the families could have benefited from intensive mental-health services for youth and, in many cases, for parents as well. Services related to low-income benefits and assistance in dealing with a child's problem behavior would also have been important. Families needed services before being pulled into the child-welfare system. Perhaps if effective, appropriate services had been available, out-ofhome placement would not have been necessary.
Whenever possible, the state should provide services that carry the potential to prevent out-of-home placement. Ideally, prevention efforts should be primary prevention, which in child welfare involves early assessment and intervention when children are placed at high risk of maltreatment and negative developmental consequences (Dore, 1999) . Family support services are one means of primary prevention. The intent of family support services is prevention of child abuse and neglect in families that are not yet in crisis. These services are usually based in the community. The goal of these services is to promote the well-being of children and families, increase families' strength and stability (including foster, adoptive, and extended families), increase parental competence, provide a stable family environment for children, and enhance child development (Ways and Means Committee, 1998) . In addition to keeping families together, preventive services can save the state money. For example, using family preservation services may reduce the demand for foster-care services and thereby reduce the cost of child-welfare services. The director of Kansas's family preservation program explained, "A year in foster care at $2,000 a month is $24,000. ... Compare that with the $3,400
we get for as long as the family needs services" (Rothschild, 2001, p. al) . (The family preservation contractor receives $3,400 for the entire length of service for a family. Most contractors report 3 to 6 months as common service duration (Pheatt, Douglas, Wilson, Brook, & Berry, 2000) .) However, using family-preservation services to prevent family crises earlier in the process could also result in more families' receiving this prevention service. Thus, rather than cost reduction, the result might be cost shifting.
Reunification services. Some participants reported that children and families are less likely to receive services during out-of-home placement, and one participant stated that biological families have greater access to services geared toward reunification because of privatization. Participants reported that under the new foster-care contracts, foster-care providers have refused to pay for some mental-health services that they provided in the past. One example is services for parents. Fostercare providers contend that their contracts do not require them to pay for services to parents and that their only responsibility is ensuring service availability (James Bell Associates, 2001). A typical service parents are expected to pay for under these contracts is a court-ordered mental-health evaluation. A participant reported paying $900 for such an evaluation at the community mental-health center. This sort of practice puts families who are already struggling financially at further risk. If families are indeed less likely to receive services during outof-home placement, this could have a profound impact on children and families. Because of the Adoption and Safe Families Act's time limits, more than ever before, families need services that are timely, appropriate, effective, and accessible.
Impact of Privatization on Communication, Caseload Levels, and Economic Issues. Participants spoke about effects of privatization other than service access. Participants spoke of (a) communication problems, (b) caseload levels at contract agencies and SRS, and (c) economic issues.
Communication. Participants reported that communication problems between the private contractor staff and SRS staff exist. In addition, two judges reported that SRS should monitor private contractors more closely. SRS staff and private contractor staff have interdependent roles. SRS staff members are identified as case managers, but the private contractor staff members are responsible for case planning, service provision, and decision making on a day-to-day basis.
Training that provides workers with a common body of knowledge regarding roles of social workers and case managers from the state agency and the private agencies, relevant policies, services available to children and families, and court processes should be provided to workers across the state. In addition, providers would benefit from training that addresses interagency collaboration. To work collaboratively, professionals must be able to trust each other's opinions and feel that they can rely on one another (Roberts-DeGennaro, 1996) . It is not enough to mandate new laws or policies to make professionals effective collaborators. Professionals must be socialized to communicate and collaborate with each other (Waugaman, 1994) .
Caseload levels and staffing. Participants reported that caseload levels have been reduced at SRS but that the private contractors had caseload levels that were too high. A survey of 43 state child-welfare agencies and 48 county child-welfare agencies indicated that workloads that are too high or demanding, and caseloads that are too high, are the two reasons most often given for staff-turnover problems in child-welfare agencies (Tucci, 2001 ). (Workload is the amount of work expected of an employee; caseload is the number of individuals or families an employee is expected to serve.)
The National Association of Social Workers recommends a caseload of 20 to 25 families per social worker in child protective settings, and the Child Welfare League of America recommends a caseload of 12 to 15 per worker (NASW Task Force on Social Work Practice in Child Protection, 1997; U.S. General Accounting Office, 2003b). Keeping caseloads lower is one way to enhance staff retention. High caseloads and staff turnover disrupt continuity of services, delay timeliness of investigations, and limit frequency of worker visits (U.S. General Accounting Office, 2003b). Furthermore, burdensome caseloads are probable contributors to problematic relationships between service providers and families. Keeping caseloads lower will enhance the continuity of care for youth and families and make it easier for service providers to carry out their tasks.
Economics ofprivatization. Some participants believed that funds are better managed under the privatized system than before. However, others believed that agencies are making decisions on the basis of financial concerns instead of what is best for children and families. When child-welfare officials seek to privatize services, they may hope to coordinate services, control costs, ensure quality care, and develop innovative measurement and service delivery systems (Drissel, 1997) . In Kansas, it is difficult to compare privatized child-welfare services to services before privatization. When Kansas privatized child-welfare services, SRS discontinued their previous database, started a new data-collection means, and created a new database that was incompatible with the previous one (U.S. Department of Health and Human Services, 1998) . This made it impossible to accurately compare pre-and postprivatization outcomes. Nationally, there have been few evaluations of privatized child-welfare services (Embry et al., 2000) , and there is no significant empirical evidence that managed care will improve outcomes for children and families or lower costs for child-welfare services (Courtney, 2000) . This should be, and undoubtedly will be, a subject for future research.
Limitations
This research focused on youths with emotional or behavioral disabilities in out-of-home placements. One of the study's strengths was inclusion of in-depth information from a range of stakeholders. However, within subsections there were two few respondents from each group of stakeholders to sort out differences by location of the state or by stakeholder type. In addition, neither the youths nor the biological parents reported directly about privatization. Therefore, although they participated in the study and provided information relevant to other topics in the larger study, their perspectives are not included here.
Families were asked to nominate service providers who had helped the youths and/or their families. Therefore, service providers included in the sample were not representative of all service providers serving the youth but rather were selected on the basis of helpfulness. While this is a potential limitation, the research is not intended to generalize beyond the study sample. Rather, readers may determine the relevance to their situation and use the information to identify questions for future research.
A potential limitation of the study was its retrospective nature. It is likely that participants' immediate foster care experiences overshadow their experiences from the past. In addition, over the course of the study, the privatized system was continually changing. During the course of the interviews, the first round of contracts ended and new contracts began.
Two other limitations of this study were its small scale and grounding in the local context of the Kansas privatized child-welfare system. Likewise, conclusions could be different if the sample were drawn from a different subset of the fostercare population (e.g., cases for which abuse or neglect was the main issue leading to out-of-home placement). However, the reader may find relevance to other contexts.
Finally, the reader may seek simple answers to questions such as, "Is privatization of foster care services good or bad?" or "Are specific successes or challenges due to privatization?" There are no such simple answers. There are issues (both concerns and advantages) that participants clearly attributed to privatization. Other issues, some participants acknowledged, existed before privatization and continue to exist.
Conclusions
This research provides stakeholder views of privatized fostercare services in Kansas. Participants noted both positive and negative aspects of privatization and its impact on access to services. Concerning service access, participants in this research revealed the following needs: (a) Mental-health services and other preventive services should be available and accessible to youth and their'families before crises occur; (b) youths should be in placements that are appropriate to their needs; (c) families should receive appropriate services while their children are in out-of-home placement and youths and their families should receive aftercare services when youths return home. In addition, study results revealed the need for (a) better communication and collaboration among service providers from the state agency and the private agencies, (b) attention to caseload levels in the child-welfare agencies, and (c) continued assessment and evaluation of the privatized system and its impact on outcomes for children and families. 
